THE treatment of patients suffering from chronic dysentery still leaves much to be desired; this problem cannot be regarded as finally solved until it is possible to give a reasonable guarantee that the disease can be eradicated in any given case, so that it will never recur, apart from re-infection.
The object of this paper is to expose my own experience-of 570 admissions to a Ministry of Pensions hospital during the past four years-and to Solicit an exchange of views from other clinicians, in the hope that thereby something of benefit to cases of chronic dysentery may emerge.
In extenuation I may remark that, to the best of my knowledge and belief, there has only been one death directly due to dysentery (bacillary) in my series.
Diagnosis.-The sine qua non of the treatment of dysentery is, of course, diagnosis. For this I depend, as a routine, on three methods:
(1) Careful clinical examination of every organ and system in the body. In this connexion I have only time to mention one or two points; firstly, a tender, hard, thickened, descending colon always means bacillary dysentery-past or presentthough it does not exclude amcebic dysentery as well. Secondly, tenderness and thickening over the cwcum and appendix usually indicate amoebiasis, especially in connexion with an enlarged liver. Thirdly, any obstruction is practically invariably due to some cause other than dysentery ; it may be malignant, tuberculous or syphilitic. Fourthly, dysentery rarely causes profound ancemia; if this be present,. again look for some other cause, such as malignant disease, sprue, apical dental sepsis, the blood diseases or syphilis. Two of the most profoundly ana3mic cases that I have recently seen were due to syphilitic colitis supervening on old amoebic dysentery. (Note that the Wassermann reaction is sometimes negative in these cases.) The same is true of jaundice; in my experience deep jaundice in a case of liver abscess always means that bacterial infection-primary or secondary-iis present.
(2) Microscopic examination of the stools. This cannot be done too often; not only may repeated examination be necessary to detect protozoa, but in mixed cases it is remarkable how one specimen may consist of bacillary exudate and another, from the same patient, of amoebic. Ten years of constant work since Shearman and I first published our paper on the cytological diagnosis of the dysenteries have only confirmed my reliance on this method; in my experience, it is as accurate in chronic as in recent cases, though more attention should be paid here to the changes occurring in the cells (cytokaryolytic in bacillary dysentery, cytoplasmolytic in amoebic) than to the number and nature of the cells composing the exudate. Charcot-Leyden crystals, commonest by far in amcebic dysentery, are due to the breaking down of eosinophil cells and may consequently be present in bacillary and other non-amcebic stools, particularly in " intestinal allergy."
(3) Sigmoidoscopy. It would be as logical to attempt to treat a case of sore throat without looking at it, relying merely on examination of the sputum, as it is to dispense with the sigmoidoscope in dysentery. I have not time here to describe all that one may see with this instrument; but a good general guide is to remember the essential difference in the pathology of bacillary and amoebic infections.
In bacillary dysentery one is dealing with a diffuse, widespread, comparatively superficial, primary inflammation; so that, depending on the phase, one may see a general swelling, hyperaemia, oedema, hLemorrhagic infiltration, coagulation necrosis and exfoliation of the necrotic mucosa, leaving an extensive raw granular surface beneath, or scattered coralline ulceration; or, in quiescent cases, the mucosa may be almost entirely replaced by a generalized fibrosis, causing the gut walls to become thickened and inelastic, the lumen to be narrowed and the surface to be pale, smooth and glistening, with a curious geographical appearance-rather like crocodile skindue to dilated veins. In some cases the hsemorrhoidal veins, especially below and on the valves of Houston, may dilate to the size of one's finger, burst and give rise to serious hiemorrhage. Another not uncommon sequela of bacillary infection is the development of papillomatosis, due, I imagine, to buds of mucosa becoming caught up by irregularly contracting bands of fibrous tissue and undergoing adenomatous proliferation subsequently; sometimes they become carcinomatous.
In amoebiasis, on the other hand, one is dealing with discrete scattered foci of primary degeneration in the submucosa, appearing first like yellow pimnples with a narrow red ring around them in the pink mucosa; by cutting out one of these " pimples " it is often possible to demonstrate teeming amoebe, even when repeated, examination of the stools has been negative. As they enlarge, coalesce and break down they form deep ragged ulcers, with undermined edges and "wash-leather'" sloughing bases; as they heal they leave scars to match. They are often pin-point, if the original ulcer has been small. Even in the most extensive and chronic cases, with secondary infection, it is wonderful how true to type the picture remains.
Tuberculous enteritis, too, gives rise to characteristic changes, which are often first apparent through the sigmoidoscope and may be confirmed by finding tubercle bacilli in the scrapings. Finally, early carcinomatous growths may be submitted to biopsy by removing a small piece with crocodile forceps. Of other methods of diagoosis by stool culture, agglutination and X-rays (meals and enemata), each may be useful in individual cases; but I have found those detailed above most useful as routine measures. As a general rule, one cannot hope to isolate dysentery bacilli in cases of ten or more years' standing; as to agglutinatioii, its value may be gauged by the following instance. An ex-soldier contracted Shiga dysentery in 1916; from 1920 to 1926 he was in more or less good health, when he had a severe recurrence, which was diagnosed as bacillary by sigmoidoscopy and the cellular exudate. ThQ bowel cleared, under treatment, all except a patch of rather deep ulceration in the rectum; scrapings from this area, taken by a sharp spoon through the sigmoido- Acutely relapsing cases-that is, those with blood, mucus and Entamceba histolytica in the stools, or found in scrapings at sigmoidoscopy-are given:-(a) Auremetine, 1 gr. in soft gelatin capsule four times daily after food, on alternate days for seven days, and then daily to a total of 40 or 60 gr. ingested.
(b) Stovarsol, 4 gr. three times daily for seven days, on alternate days with the auremetine. Previously we gave 4 gr. twice daily for ten or even fifteen days, alternating with the auremetine days.
(c) On stovarsol days a rectal injection of emetol, 2 drm. (1 gr. emetine base), in ether, 6 drm., and olive oil, 12 oz. (Time retained to be charted.) (d) "Panama bismuth," three-hourly for twenty days, and then three times daily.
(2) "Chronic" or cyst-carrying cases are given (a) Auremetine, and (b) stovarsol, on alternate days, as described above.
(c) "Panama bismuth," three times daily before food.
(3) When hepatic involvement is present, 1 gr. of emetine hydrochloride by intramuscular injection, on alternate days for six days (that is, 6 gr. in all), may supplement or replace the emetol. Since then I have given yatren a further extensive trial; administered per os, in doses up to 1 grm t.d.s. for twenty days, it seems to have little to recommend it.
(Its cost has even less to recommend it.) In no case in which other methods had failed did it succeed, even as an efficient palliative. Farther, in those dangerous cases of mixed amoebic and bacillary infection, I think it is definitely contraindicated. I was recently called to such a case in Switzerland, in which the'patient all but died of haemorrhage and toxsemia; we could only attribute his condition to the use of yatren, in that the disease became definitely worse during its administration and improved when the " combined " treatment, together with sulphates and careful lavage, was substituted for it; and that similar, though less severe, symptoms had immediately followed its administration during an attack some nine months previously. The patient eventually recovered, up to a certain point. Yatren seems to be too irritant for use in bacillary cases. Administered per rectum, however-usually a litre-in 2 to 4 per--cent. solution, it seems much more efficacious, and-though it has failed in some cases in which, it must be admitted, all other treatment had equally failed-in at least three cases its use was followed by apparent cure after other measures had failed. The cases are too recent for me even to speculate how long this happy state of affairs may last. As a routine treatment, therefore, I still use the method already described, as so far I have failed to find a better. This does not mean that I am satisfied with it, and I supplement it-in all cases where vegetative amcebae are found, or where sigmoidoscopy shows active amcebic infiltration and ulceration-by a course of twelve to twenty yatren irrigations, the first two days at 2 per cent., the others at 4 per cent. strength, daily or every other day. Yatren, therefore, like other drugs has its uses, but one must, with Otto Willner, in China, deprecate the extravagant claims made for it in the German press-claims possibly not unconnected with commercial considerations. It is to be noted that Willner, with his immense 'experience, also considers the "combined " treatment, supplemented by yatren, to be the most effective; but there is still room for much improvement.
(2) The treatment of chronic bacillary dysentery leaves even more to be desired; this is only to be expected when one considers the extent of the damage that has taken place. I do not know to what extent the mucosa can regenerate, but I imagine its powers are very limited. Consequently when one sees-as I have often seen-from ten to twenty bed-pans a day, for several days, nearly filled with blood, muco-pus and sphacelated mucosa; when the bowel, as far as one can see, resembles a large raw wound covered with exuberant granulation tissue, bleeding at a touch; or buds of this protruding through the bile-stained, greenish-black, necrotic mucosa; when the most that one can hope for is the restitution of a functionless, fibrosed, narrow, inelastic tube; the question then is more how immediately to save life than to attain complete cure. To my mind, the answer is by elimination and neutralization of toxins. The neutralization can only be effected by massive repeated doses of anti-dysentery serum (multivalent), 80 to 120 c.c. daily for three to five days. In ex-Service men-so many of whom have had serum previously, for wounds, diphtheria or dysentery-it is wise always either to test the skin reaction or to desensitize; for this reason, unless the case is desperate, intramuscular injection is much safer than intravenous injection. In all ex-Service men, at least, death from true anaphylactic shock-symptoms of which manifest themselves in a few minutes from the commencement of the injection as precordial pain, air-hunger and unconsciousness, with or without convulsions-is not the chimrnra that some would have us believe. Whether the serum is truly antidotal, or whether it acts by protein shock effect, I do not know; at all events, anti-dysentery serum is more effective than any other serum, and I am convinced that in many of my cases it has made just that small difference which has meant life or death. In chronic bacillary dysentery, however, and in the so-called ulcerative colitis-which for reasons that I have not time to give now, I am convinced is the same disease-the effect is not curative, as it is in acute, recent cases, and it gives no more guarantee against relapse than does any other treatment.
The elimination of toxins may be carried out in three ways:
(1) By caecostomy, appendico-cmecostomy, or appendicostomy, depending upon the urgency of the case. In caecostomy the ctecum is opened and drained in one stage, and irrigation is commenced forthwith; both drainage and irrigation are more effective with this operation, which is reserved for desperate cases, but it is impossible to prevent the wound from becoming infected, with consequent protrusion of mucosa and hernia. In the other operations-many of which were performed for me by nmy surgical colleague, Mr. MacNeill-the appendix and a " spur" or small pouch of caecum are left protruding from the wound, which is firmly sutured round it and to the bowel. The wound is healed by the time the appendix sloughs, and is then dilated to take a large De Pezza's catheter.
(2) By copious lavage per rectum.
(3) By giving the patient as much bland fluid as he can be induced to swallow, mainly in the form of glucose-lemon-orangeade, neutralized to litmus by sodium bicarbonate and containing 1 lb. of glucose to the pint. This forms the exclusive dietary at first. This washing-out from above is aided by sulphate of soda 1 drachm with syrup of orange and orange-flower water, at first every two or three hours, later three times daily and finally once only, the first thing in the morning. In the absence of gastric or duodenal symptoms, this is the only medicine that I now give by the mouth; its value simply cannot be over-stated, and is, I think, partly due to its combining power with some of the poisonous amino-compounds in the intestine, to form non-poisonous ethereal sulphates: cf. its antidotal effect on the phenols. The various preparations of kaolin, which is supposed to adsorb the toxins, the much vaunted prescription of iron and mercury perchlorides, rhubarb, the so-called intestinal antiseptics one and all, I consider to be quite useless.
Above all, opiates are to be avoided; paradoxical as it may sound, a patient wakes up more exhausted from a " doped " sleep-even of some hotirs' durationthan he is by constant appeals to the bedpan during a similar period. I do not think it matters much what irrigating fluids one uses, provided they are non-irritating in the " acute" stages, as it is the mechanical cleansing which is important. In my practice I employ the following:
(1) Cooking or sea salt 1 per cent. with or without sodium bicarbonate, 1 drachm to 1 pint.
(2) The above with eusol, iv oz. to 1 pint, or Milton, a teaspoonful to the litre, which I prefer.
(3) Salt, 1 per cent., with trichlorphenyl-methyliodosalicylic acid (T.C.P.) 1: 1,000 (1: 100 of the stock solution).
(4) Ether, vi drachms to olive oil, xii oz. This should not be used in very acute cases, but is often remarkably efficient later and is useful in mixed cases, when emetol may be combined with it.
(5) Finally, when the case " hangs fire " near recovery-but never in the acute stages-silver nitrate 1 : 2,000 to 1: 1,000 in distilled water. To my mind, the effect of this is to provoke a reaction in "lazy" tissues and any benefit depends entirely on this.
In chronic dysentery all that one can achieve by irrigation is to minimize septic absorption, just as one does in the surgical treatment of infected wounds elsewhere in the body. The germs responsible for the disease are safely tucked away in the submucosa and completely protected from the action of any antiseptic which does not penetrate the bowel wall. Since ether appears in the breath, and T.C.P. in the urine, it was hoped that these substances might exert a germicidal effect en passant. Consequently, I think the rationale of using expensive non-coagulant organic silver preparations is based on a misconception of the pathology of the disease, and in practice I have not found them to justify their cost.
From a consideration of the above, it will be realized that, as the essential germs are inaccessible to local or oral medication, one can only hope for cure by so developing the patient's own resistiDg power, his immunity, his vis medicatrix natural, that he will eventually cure himself. No one else can, as yet, do that for him; we can only help him by eliminating toxwemia and by using every means in our power to aid him to build up his strength. It follows from this that the diet is allimportant: the initial glucose-orangeade must be increased as rapidly as possible. So many physicians, it seems to me, treat the bowel at the expense of the patient; it is my practice-once the " danger" is past-to encourage patients to eat all they can, and above all to consult their likes and dislikes. Fats, as a rule, are badly borne (the total fat content in some cases of dysentery may be 40 per cent. or over, quite apart from sprue), but almost every other article of diet may be given, beginning with potato or lentil purees, souffles, custards, farinaceous puddings, purees of fish or chicken, and so on to chicken, chops and underdone steaks. While there is no more certain method of inducing a relapse of dysentery than the taking of alcohol in excess, in these debilitated patients a small dose of alcohol with their meals, preferably a whisky and soda or a light wine-helps, I am sure, that " good digestion " which " waits on appetite." Yaghart, with sugar and chocolate, is given to the extent of at least a pint a day. Flatulence is often troublesome and may be relieved by cachets t.d.s., p.c., of taka-diastase, pancreatin and salol (Castellani Similarly with regard to rest; though this is essential in the early stages, a patient should not be bedridden a day longer when he is able to get up. Over-fatigue, of course, is bad, but I am not sure that too much bed is not worse.
Of general tonics, no drug is of the slightest use: change of air and scenery-.-and escape from hospital-are always indicated provided that the patient likes his surroundings. No good is ever obtained from what may theoretically be the most ideal scenery and climafe if the patient happens to take a dislike to the place.
Of methods aiming at a direct raising of the patient's " immunity," actino-therapy -either heliotherapy, or general baths from carbon-arc lamps-easily hold first place, the most obvious improvement being the gain in weight; but here again one has to treat the patient rather than the disease, and 1 have seen more than one instance when exposure to light in any form had a definitely bad effect. It was almost as if these patients were photo-sensitive and suffered from light allergy. Theoretically one sbould, of course, be able to raise the immunity by inoculationin practice, whether one uses ordinary, " detoxicated," " immunogenic " or "local immunity" vaccines, the immunity is not increased. Perhaps, in the future, some development of the bacteriophage, or of those mysterious substances which, in certain media, the intestinal bacteria elaborate to their own undoing, may afford that "final solution " which, to most of us at least, seems still so far off.
Di8scu8ion.-Dr. G. CARMICHAEL Low said he had listened to Dr. Willmore's paper with special interest as he himself had now been treating dysentery for over twenty-eight years and he agreed with practically everything that Dr. Willmore had said. Yatren, in his hands also, had not given the great results claimed for it in Germany. The sigmoidoscope was a most valuable instrument in diagnosing dysentery and he (Dr. Low) used it in every case. It was also valuable in detecting carcinoma of the rectum and such an examination should never be omitted. Repeated stool examinations were required for the diagnosis of amcebic cases, a few negative findings being of little value.
Dr. BROUGHTON ALCOCK said his own experiences of the cytological diagnosis in chronic as distinct from acute dysentery did not conform to those of Dr. Willmore. In the diagnosis of chronic dysentery or recurring dysenteric symptoms in old cases of bacillary infection, from the cytological picture seen on microscopic examination of the fEeces, he had found that other acute bowel infections such as he had found due to B. morgan No. 1 or certain strains of B. paracoli might have cytological characters indistinguishable from those seen in chronic bacillary dysentery. Such non-dysenteric infections might arise on a damaged bowel wall in which the B. dy8enteria organism might or might not be embedded, but he could not agree that the dysenteric organism had always lighted up and started the infection. Finding in, association with active bowel symptoms numerous colonies of certain organisms, other than a B. dysenterie, not found or only in a very rare colony in fteces from non-inflamed bowel walls, he admitted the probability of another infective organism producing symptoms in old bacillary dysentery cases without the presence of B. dy8enteria3. Moreover, admitting the possibility of a B. dy8enteriac being caught up in the fibrosis of the colon after bacillary dysentery, his experience of bacillary dysentery cases during and since the war led him to believe that iD temperate zones chronicity, recrudescence or carrier state was extremely rare and less so than amoebic dysentery. An important adjunct to the cytological picture of a dysenteric infection was the presence of red blood-cells with the leucocytes and tissue cells.
The fact that the blood-serum did not agglutinate these other organisms did not exclude the possibility of bowel infection, as they did not appear to pass through the bowel wall.
